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Case Name:

Case Number:

Worker:

Date CF 303 Received:
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PART B - REPLACEMENT BENEFITS

[ ] APPROVED - EBT Replacement Date

[ ] EBT: Authorized Replacement Amount $

[ ] DENIED - Reason for Denial (Explain)

SIGNATURE (PERSON AUTHORIZING OR DENYING REQUEST) DATE

PART C - ACKNOWLEDGEMENT OF RECEIPT (OVER THE
COUNTER)

RECEIVED BY: DATE
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CF 303 (Arabic) (2/14) REQUIRED FORM - SUBSTITUTES PERMITTED
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